A 34-year-old male patient was admitted to our hospital with the symptoms of increased shortness of breath, palpitation, and exercise intolerance. The patient had no past medical history. Electrocardiography revealed atrial tachycardia. A bedside transthoracic echocardiography (TTE) indicated a markedly redundant, elongated tricuspid valve leaflet that had prolapsed into the right atrium ([Video 1](#SD1){ref-type="supplementary-material"}). Tricuspid annular plane systolic excursion was normal; however, right ventricle (RV) end-systolic area was 30.8 cm^2^ ([Fig. 1](#F1){ref-type="fig"}), RV long-axis diameter was 74 mm, and RV basal diameter was 64 mm which are normal 8.6 cm^2^, 67 mm, 34 mm respectively. That means severe tricuspid regurgitation ([Fig. 2](#F2){ref-type="fig"}), causing RV dilatation. Additionally, the patient had non-holosystolic, moderate mitral regurgitation ([Fig. 3](#F3){ref-type="fig"}) related to multi-scallop Barlow's disease cm^2^ ([Video 2](#SD2){ref-type="supplementary-material"}) and had mild pulmonary insufficiency related to pulmonary valve prolapse (PVP) ([Video 3](#SD3){ref-type="supplementary-material"}). Furthermore, aortic valve redundancy was present, causing eccentric mild aortic regurgitation. After the diagnosis, we performed cardiac magnetic resonance imaging (MRI) that clearly showed tricuspid valve prolapse, mitral valve prolapse, and PVP ([Fig. 4](#F4){ref-type="fig"}, Videos [4](#SD4){ref-type="supplementary-material"}, [5](#SD5){ref-type="supplementary-material"}). Functional evaluation was also performed. Cardiac MRI findings confirmed severe tricuspid regurgitation, with the regurgitant volume being 66 mL; moderate mitral regurgitation, with the regurgitant volume being 34 mL ([Fig. 5](#F5){ref-type="fig"}); and mild pulmonary insufficiency. RV ejection fraction (EF) was 53.6%, end-systolic volume was 167 mL, and end-diastolic volume was 354 mL; furthermore, RV basal diameter was 64 mm ([Fig. 6](#F6){ref-type="fig"}, [Video 5](#SD5){ref-type="supplementary-material"}). Additionally, MRI demonstrated late gadolinium enhancement ([Fig. 7](#F7){ref-type="fig"}) in the mitral papillary muscle which predicts more severe mitral regurgitation, RV dilatation, reduced RV EF, and adverse outcomes of mitral valve surgery. This would be important at follow-up. Six months later, a follow-up MRI showed that RV basal diameter had increased to 69.3 mm ([Fig. 8](#F8){ref-type="fig"}) and RV EF had decreased to 51%. Thus, we decided to proceed with surgery because of the increasing RV failure and dilatation. The surgeon first performed posterior leaflet resection, followed by tricuspid bicuspidization and implantation of a 36 no. rigid ring to the annulus. Postoperative echocardiography revealed mild tricuspid regurgitation. We conclude that follow-up MRI is valuable for RV function monitoring and determining the correct operation timing. There are few studies in the literature that have reported diagnosing this type of disease via multimodality imaging.

![On transthoracic echocardiography (TTE), right ventricular (RV) end-systolic area was 30.8 cm^2^](AJC-22-E5-g001){#F1}

![Tricuspid regurgitation vena contracta is seen 0.8 cm in parasternal short axis view](AJC-22-E5-g002){#F2}

![Parasternal long-axis TTE shows modarate non-holosystolic mitral regurgitation](AJC-22-E5-g003){#F3}

![Pulmonary valve prolapse is seen on magnetic resonance (MR) image](AJC-22-E5-g004){#F4}

![MR image showing mitral regurgitation](AJC-22-E5-g005){#F5}

![MR images show that RV basal diameter had increased 6 months later](AJC-22-E5-g006){#F6}

![Late gadolinium enhancement fibrosis is seen in mitral papillary muscle](AJC-22-E5-g007){#F7}

![MR images show that RV basal diameter had increased 6 months later](AJC-22-E5-g008){#F8}
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=======

Parasternal right ventricular (RV) in-flow view depicts tricuspid valve prolapse.

Video 2
=======

Parasternal long axis ransthoracic echocardiography (TTE) depicts mitral valve prolapse (MVP).

Video 3
=======

PSAX TTE video image shows pulmonary valve prolapse (PVP)

Video 4
=======

Magnetic resonance imaging demonstrates PVP.

Video 5
=======

Apical four-chamber MRI video shows MVP, RV dilatation and RV systolic dysfunction
